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THpEx are three factors involved in the protection of the uretero-vesical junction. (a) The obliquity of insertion of the ureter, which is increased on distension of the bladder.
(b) The uretero-vesical valVe. This is thicker in man than in most animals; its competence is increased on distension of the bladder by the intra-vesical pressure, and also due to the firm attachment of the mucous membrane of the bladder to the trigone.
(c) The trigone is the continuation of the longitudinal coat of the ureters and if Young and Wesson's (1921) interpretation of trigonal action is correct this is an important factor in preventing reflux on m icturition.
There is no ureteric sphincter, and the intra-ureteral pressure is much too low to prevent reflux if the uretero-vesical mechanism is damaged.
In the cases investigated cystograms were taken, following vesical instillation of 10 % sodium iodide, whilst filling, straining and during or immediately after micturition.
The conditions in which reflux may occur are:
(1) Congenital: certain cases of megalo-ureter.
(2) Inflammatory conditions: including tuberculous infection, Hunner's interstitial cystitis and bilharziasis.
(3) Lower urinary tract obstruction: may be associated with reflux.
(4) Neurogenic bladders: not present in all cases.
(5) Following trauma to the uretero-vesical junction: depending on its extent.
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Atiology.-(1) Neurogenic: the condition is not present in all neurogenic bladders (Talbot and Bunts, 1949) and the experimental evidence does not support this thesis (Barksdale and Baker, 1930).
(2) Antiperistalsis: in experimental reflux the intrapelvic pressure is equal to the intravesical.
(3) UJretere force: the ureter is surprised by a vesical contraction.
(4) Overdistension of the bladder: The adherence of the mucous membrane of the bladder to the irigone strengthens the normal uretero-vesical valve, and secondly, reflux is more frequent in the contracted bladder.
(5) Valve damage: Probably damage to the valve alone is insufficient to allow.reflux if the other factors are acting normally, but with additional damage to the intramural ureter reflux may occur.
Several cases with illustrative slides demonstrating reflux were discussed and the cause of the reflux was attributed to damage involving some part of the uretero-vesical mechanism. The cases included ureteral meatotomy with diathermy to a neoplasm at the ureteric orifice, ureterocele treated by diathermy, reimplantation of the ureter, damage to the intramural ureter during diathermy to vesical neoplasms, chronic vesical infection and neurogenic bladder cases.
Symptoms.-Pain in the loin before or during micturition occurs in a small proportion of cases; it can be the presenting factor in bladder-neck obstruction. Disappearance of pain previously present is no indication that reflux has ceased. Ascending infection can readily occur. Regurgitation renal colic has been described by Lewis (1926 Lewis ( , 1932 ; he attributes this to pelvic distension, but painless distension can be demonstrated in many reflux cases on micturition. A ureteric fistula in the presence of reflux may drain all the urine excreted by the patient.
Effects of reflux.-Dilatation of the ureter, commencing distally, is the initial change and in the presence of infection chronic pyelonephritis appears to follow. My impression is that the pyelographic changes on X-ray, even in the apparent absence of infection, are those of chronic pyelonephritis.
Hydronephrosis can improve in the presence of reflux if the cause is removed before permanent changes have taken place. Cystograms were demonstrated showing improvement in two cases: one case of uretero-vaginal fistula treated by reimplantation of the ureter in the bladder, and one case of ureteric calculus in a reimplanted ureter where ureterolithotomy was performed.
It is suggested that hydronephrosis occurs with reflux, apart from ureteric obstruction, only in cases where impaired bladder function results in frequent micturition and repeated insults to the kidney.
Prognosis.-Urinary infection is the deciding factor. Treatment.-Reimplantation without achieving obliquity of the distal ureter is probably useless. Hutch's operation (1952) increases the length of the intravesical ureter and he reports seven successful *cases in nine operations.
In conclusion the author thanked the President whose cases had provided the material for the
